Maingot: Gutmmatous Colitis: Beport of a Case
Mr. ULYSSES WILLIAMS said that he thought the method might be of value in the X-ray treatment of these fistule. It was well known that chronic fistul were sometimes much benefited by suitable doses of X-rays, and if the sinuses were first injected with some material opaque to the rays, secondary radiations would be set up on the primary ray striking it, and these acting on the walls of the sinus niight well prove of more curative value than the primary ray.
Gummatous Colitis: Report of a Case.
By RODNEY MAINGOT, F.R.C.S. THE term " gummatous colitis " is here used to characterize the chief feature of this case, i.e., the passage, per anum, of large quantities of brown " gummy " material.
It is possible too. that the specimen I have shown may be one of those rare cases of diffuse gummatous (syphilitic) colitis so rarely seen, and so infrequently described in medical literature. Lockhart-Mummery, Golob, and others have wisely pointed out that a localized chronic inflammatory lesion of the colon is not necessarily syphilitic because the patient is syphilitic, or because he has a positive Wassermann reaction.
The supposition that the specimen is a localized syphilitic lesion of the colon is supported by these facts:
(1) The patient gave a history of syphilis;
(2) The Wassermann reaction was strongly positive; (3) The microscopic sections of the affected portion of the gut (although not stained to demonstrate the treponema) showed the typical appearances of a tertiary syphilitic lesion. The diagnosis of syphilitic colitis would have been undoubted if the treponema had been found to be present in the sections, and it is to be regretted that no search was made for the organism in this case. Hi8tory.-I first saw the patient some eighteen months ago. She was a woman aged 46, pale and emaciated.
She complained of abdominal pains, loss of weight, and intractable diarrhcea. On examination, the abdomen was slightly distended, and a hard. fixed mass could be palpated on the left side on a level with the umbilicus. The liver was not enlarged and there was no ascites. A rectal examination revealed nothing abnormal; and sigmoidoscopy was negative. A barium enema indicated an organic stricture of the descending colon.
She admitted having contracted syphilis at the age of 28; she had had two miscarriages; and the Wassermann reaction was positive + + + +.
A blood-count showed a secondary anemia with lymphocytosis. In spite of the history of syphilis and the positive Wassermann reaction, I thought I was dealing with a case of removable cancer of the descending -colon; and I arranged that the patient should be admitted to hospital with view to operation. After her admission it was observed that she was having from ten to twenty motions a day. Large quantities of foul " gummy" bloodstained material were passed with each evacuation. The diarrhcea could not be controlled by ordinary medical measures, and a short course of anti-syphilitic treatment was not attended with any immediate success.
Operattion.-The abdomen was opened through a left paramedian incision; the stricture of the descending colon was localized, mobilized, and delivered through the wound.
Resection of the affected portion of the gut was carried out, and axial anastomosis (with cecostomy) performed.
The patient made a good recovery from the operation; but one month later, on the date of her discharge from hospital, pneumonia developed from which she eventually succumbed. Pathological Report. Dr. A. K. Gordon, who kindly cut sections of the tumour and mounted the specimen, reported as follows:-"The specimen consists of 54in. of colon removed by surgical operation and received in 2 per cent. formalin.
Macroscopically.-The whole wall of the gut is greatly and uniformly thickened. On slitting it up the internal surface of the gut is uniformly verrucose, being covered with sessile papules varying in size from 2 to 10 millimetres in diameter. There is no obvious ulceration.
Microscopically.-The mucosa has entirely disappeared and the bowel is infiltrated throughout with cellular exudate of uniform arrangement. The majority of the exudate consists of plasma cells; giant cells are present, but they are scattered and irregular in distribution; and there is no sign of concentric arrangement of lymphocytes or endothelial cells around them. Secondary coccal infection and fibrosis are present. There are no areas of necrosis.
The condition is in my opinion syphilitic and there is no evidence of carcinoma, diverticulitis, tuberculosis, or sarcoma."
Di8cussion.-Mr. ASLETT BALDWIN: I see no reason why this should not be a case of syphilis in spite of the rarity with which syphilis attacks the large intestine. Some years ago, previously to the use of the Wassermann reaction, I saw a lady who had pain in the anal region, for which a surgeon had removed piles without relief following. He then removed half the coccyx -without good result and the rest of it without any amelioration. Afterwards she saw a former President of this Section, who diagnosed carcinoma of the rectum and advised colostomy. The rectum was fixed high up to the sacrum, by a large lump, the centre of which was occupied by a deep, hard ulcer; it certsinly felt very like carcinoma. The history made me suspicious of syphilis. Successful results were obtained under a treatment by mercury and iodide of potassium. The patient was under my observation for about ten years.
Dr. E. STOLKIND said that to find spirochetes in the tissue of any syphilitic specimen it was necessary to take it about one to two hours after death, as the spirochaetes generally disappeared soon after death.
Volvulus of the Pelvic Colon and Blind Cecostomy. By W. B. GABRIEL, M.S.
IT is generally thought that volvulus of the pelvic colon is the one cause of acute obstruction of the large intestine,-obstruction which is not relieved by blind ciecostomy. I think the following recent experience in this connexion should be recorded.
Case.-Mrs. E. M., aged 71, was admitted as an emergency case into the Royal Northern Hospital under my care on August 14, 1926. She gave a history of eight days' complete intestinal obstruction. She was a frail looking woman who had evidently been very stout at one time. Her mental condition was not very clear. On examination her abdomen was seen to be enormously distended and extremely tense. No tumour could be felt, and rectal examination gave no help.
Operation.-Under spinal anesthesia I made an oblique incision in the right iliac region; on incision of the peritoneum part of the circumference of greatly dilated large bowel presented. I sutured this to the parietal peritoneum leaving an area of bowel about the size of a penny exposed extraperitoneally; into this I stitched a length of drainage tubing. Drainage proved successful, the patient passed pints of fluid feces, and in two days' time her abdomen had become quite flat.
A week after the first operation I did a mid-line sub-umbilical laparotomy, again under spinal anesthesia, thinking I should find a carcinoma somewhere in the colon, and was surprised not to find any growth. The pelvic colon was contracted, but its walls were greatly thickened and it had evidently been involved in the recent obstruction: a voluminous loop of the pelvic colon was found passing across to the right iliac fossa where it was adherent at the first operation site. The cscum was free and normal. In view of her poor general condition I thought it would be unwise to attempt to free the colon from the site
